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iSUMMARY

Recent evidence suggests that pregnancy is
a normal developmental period requiring
psychological adaptation by the new
parents. This period involves upheavals in
emotions, relationships, values and roles
which demand considerable attention.
Studies have shown that unsuccessful
resolution of these upheavals has been
associated with difficulties of pregnancy
and delivery, postpartum depression and
child abuse and neglect. The family
physician is in a key position to observe
adaptations to pregnancy, to facilitate such
adaptations and to intervene when
necessary. (Can Fain Physician 1982;
28:1564-1568).

SOMMlAIRE
L'e'vidence re'cente sugg'ere que la grossesse est une
periode normale de d6veloppement exigeant une
adaptation psychologique de la part des nouveaux
parents. Cette p6riode implique un bouleversement
des e'motions, de la relation, des valeurs et des r6'les
exigeant une attention consid6rable. Les etudes ont
d6montre" qu'il y a un lien entre la non-r6solution d,e
ces bouleversements et les difficult6s au moment de
la grossesse et de l'accouchement, la d6pression
post-partum, la ne"gligence et les mauvais
traitements inflige's 'a 1'enfant. Le m6decin de famille
est dans une position ida1e pour observer les
adaptations 'a la grossesse, pour faciliter de telles
adaptations et pour intervenir si ne'cessaire.
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DARENTING BEGINS long before
12parents bring their infant home

from the hospital. Pregnancy and birth
are integral to the process of becoming
parents. A growing body of literature
demonstrates that considerable psy-
chological preparation occurs during
the pregnancy and may be critical for
adjustment to parenthood. This seems
to be especially true for couples ex-
pecting their first child.

Pregnancy is a normal developmen-
tal crisis involving profound psycho-
logical as well as physical changes.1I It

affects all expectant mothers regard-
less of their psychologic wellbeing.
Bibring sees crises as turning points
which, under favorable conditions,
can result in personal maturation and
growth. All women manifest remark-
able psychological changes while
pregnant, and these changes pro-
foundly affect the early mother-child
relationship.1I
Three Tasks of Pregnancy

Bibring et al.2 have described three
basic psychological tasks in the de-
velopmental crisis of pregnancy. The
pregnant woman's first task is to ac-
cept the fetus as part of herself. With
marked physiological and anatomical
changes there is generally increased
concentration on the self. This in-
creased concentration facilitates ac-
ceptance of the fetus as part of self.

The acceptance of pregnancy requires
coming to termns with role changes and
changes in familiar patterns of work
and leisure.
Many women find this acceptance

difficult even for planned pregnancies,

because physiological changes often
cause tiredness, nausea and other an-
noying symptoms which may decrease
positive feelings.

Ambivalence is very common at this
stage. A primiparous woman in her
thirties expressed the feeling well:
"Im surprised at myself. We've

waited a long time for this baby and
now it's coming I'm not so thrilled.
Everyone else is very excited and I
seem to be dragging my feet over it
all".3 After a little more -discussilon
she admitted to resentment at the loss
of autonomy. The excitement of creat-
ing new life is mitigated by fear and
realization of parenthood's tremen-
dous re'sponsibility.

Ambivalence generally continues
until quickening occurs and then a sec-
ond ta'sk is introduced: the fetus must
be perceived as a separate individual.
With fetal movement there is a further
acceptance of pregnancy and the
mother realizes that a separate individ-
ual is involved.

While the first task involves focus-
ing on the self, the second task in-,
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volves concentrating on the fetus. This
is reflected in the pregnant woman's
nesting behavior-active, practical
preparations that allow her to deal with
her feelings about the baby. This
marks the beginning of the mother-
child relationship and is a develop-
mental achievement in becoming a
mother. Examining a woman's re-
sponse to maternity clothes and baby
supplie4 can reveal much about her
feelings and interests for the preg-
nancy and coming baby.

The final task is letting go, or the
active wish that the baby will arrive,
which occurs within a month of term.
This coincides with attaining gesta-
tional age at which chances for neona-
tal survival are maximal. The physical
discomfort most women feel at this
stage facilitates the wish that the baby
will come; before that time women
wish to retain pregnancy.4

Successful resolution of each task
prepares the pregnant woman for her
new role. When pregnancy is con-
firmed reorganization has to occur
with the normal adjustment to preg-
nancy. Initially, the pregnant woman
focuses on herself, then on the fetus,
and finally on the delivery and ana-
tomical separation. The first preg-
nancy is probably a more profound ad-
justment than subsequent pregnancies
in which the developmental process is
accelerated.4 Brazeltons has suggested
that this set of adjustments readies the
mother for attachment to the new in-
fant and prepares her for the many new
roles she will soon have to play. This
crisis is a positive force in preparing
for parenthood. If the reorganization
or adjustment is not adequate during
pregnancy, there may be disturbances
and tensions between the mother and
the newborn.4

Emotional Changes
Like any other developmental crisis,

pregnancy is characterized by intense
emotion. Studies6 indicate that preg-
nant women demonstrate a wide range
of rapidly shifting moods in response
to situations that would not generally
trigger extreme reactions. Most
women are very aware of this altered
emotional state. Although they experi-
ence a variety of intense feelings,
dreams and fantasies during preg-
nancy, they are often afraid to discuss
them with husbands, friends and phy-
sicians. They are concerned with
whether these feelings are normal and

they need reassurance. The nightmares
as well as the pleasant aspects of preg-
nancy are important and should be
shared.6 Colman and Colman6 have
also shown that pregnant women are
far more open and willing to reveal
dreams, fantasies, anxieties and plea-
sures than non-pregnant women. This
relaxation of defenses may make it
easier to work through the psychologi-
cal tasks of pregnancy.

According to Colman and Colman
there is an orderly progression of cer-
tain themes and concerns that corre-
spond to trimesters and to the develop-
mental tasks. In the first trimester
there is significant anxiety, often a
feeling of loneliness and distance from
others. This sense of distance coin-
cides with the focus on the changing
self. At the same time there is a strong
wish to be protected.

In the second trimester there is in-
creased emotional stability and less
anxiety. Frequently there is an in-
crease in self confidence and drive,
and usually a wish to involve fathers.

In the third trimester anxiety in-
creases again. There is anticipation of
the unknown together with pride and
fulfillment. The majority of women
say they are weary and apprehensive at
this time. They have the uncomfort-
able sense that the baby could arrive at
any moment and many are worried that
it may just drop out. Four to six weeks
before the expected date many preg-
nant women experience sudden failure
of nerve. Kitzinger3 describes the
pregnant woman at this time as the ac-
tress before the curtain goes up.

Anxiety is often the inevitable con-
sequence of the changes that occur
during pregnancy. Hormonal levels
are probably correlated with mood
changes and depression in pregnant
women.7 Unfortunately, it is difficult
to separate the effects of physiological
changes from the many psychological
factors. For example, women reported
big increases in life changes,8 e.g.,
changes in recreation, eating and
sleeping habits and work patterns dur-
ing pregnancy. In terms of a life stress
scale,9 these changes would constitute
a major life crisis. The mean score of
life changes during pregnancy was
nearly twice that found during the year
prior to conception.7

Hormonal changes may produce an
increased biological susceptibility to
emotional changes in pregnancy, but
these changes must be considered in

the context of the developmental crisis
and other social and psychological fac-
tors. However, women often find great
consolation in the rationale that hor-
monal changes are responsible for
mood swings and seemingly unex-
plained anxieties.10

Changes in Body Image
Changes in body shape and size are

particularly dramatic during preg-
nancy. At no other time does a
woman's body undergo such extensive
altering in a short time, and these
changes require radical alteration of
her body image. In the first trimester
the woman develops a feeling of
widened space and overall increase in
body size.11 During the third trimester
her body is more burdensome, more
uncomfortable and distorted, but she
often doesn't care as much.

These changes are often a cause of
concern, anxiety and even depression.
They are part of the crisis of pregnancy
and can be alarming. An explanation
of how specific body changes affect at-
titudes and perceptions may help preg-
nant women adjust.

Adjustment
Problems of Pregnancy
There are major milestones in preg-

nancy; failure to attain them puts both
the family and child at risk.13 Studies
by Grossman et al.,13 Funke-Furber,14
Lagercrantz, et al.15 and Shereshefsky
and Yarrow16 have documented that
adaptation to pregnancy is related to
maternal postpartum adjustment and
infant development and adjustment. In
these studies 'adaptation to pregnancy'
generally refers to how successfully
the woman completes the tasks and re-
solves the problems of pregnancy.
"Maternal postpartum adjustment"
reflects the degree to which the mother
recognizes and responds to her infant's
needs. These adaptive behaviors are
one extreme; the other is maladaptive
behavior such as child abuse and ne-
glect. "Infant development" encom-
passes motor, social, emotional, cog-
nitive and language growth, while
"infant adjustment" refers to the in-
fant' s physical health and adaptation to
sleeping and eating routines, irrita-
bility, vulnerability to stress and
change, etc.13
Many factors interfere with a

woman's adaptation to pregnancy; re-
search suggests that these specific fac-

CAN. FAM. PHYSICIAN Vol. 28: SEPTEMBER 1982 1 565



tors are associated with pregnancy and
birth complications, parenting and in-
fant outcomes.

Emotional factors during pregnancy
have been positively related to a multi-
tude of obstetric complications. 13
Anxiety during pregnancy has been
extensively studied, and has been as-
sociated with abnormalities and diffi-
culties of birth, poor maternal post-
partum adjustment and poor infant ad-
justment. 13, 14, 16, 18-20 Some complica-
tions associated with anxiety are pre-
eclampsia, forceps delivery, pro-
longed and precipitant labor, postpar-
tum hemorrhage, manual removal of
placenta, clinical fetal distress and low
Apgar scores. 19-20
The amount of life stress experi-

enced during pregnancy has also been
associated with prenatal obstetrical
complications (e.g., hyperemesis and
habitual abortion), birth complica-
tions, (e.g., prematurity) postpartum
maternal and infant adjust-
ment.8' 13, 18, 21-23 Altemeier et al. 26
found that significant life stress during
pregnancy distinguished mothers at
high risk for child abuse from those at
low risk. Gorsuch et al.18 indicated
that the relationship between life stress
and childbearing outcomes was inde-
pendent of anxiety.

Studies by Wenner et al.24 and
Stott25 indicate that adjustment to
pregnancy is more difficult when there
is considerable personal tension such
as marital discord and lack of support
for the pregnant woman. Moreover,
Stott25 has found a relationship be-
tween prenatal personal tension and
child morbidity in the form of ill-
health, neurological dysfunction, de-
velopmental delays, and behavioral
disturbances, Other types of prenatal
stress including work stress and acci-
dents were not associated with child
morbidity or prenatal maternal illness,
short gestation and delivery complica-
tions. Moreover, low socioeconomic
status and adverse environmental con-
*ditions were not significantly related to
child morbidity if there was no per-
sonal prenatal tension.

Bibring' suggests that what was
once a transition period with traditions
of support has become a period of
crisis, with no societal mechanisms for
helping pregnant couples cope. Alte-
meier et al.26 and Gray et al.27 found
that this lack of support is characteris-
tic of expectant mothers at risk for
child abuse. Horsley28 demonstrates

that mothers who receive extra prena-
tal support from their physicians (e.g.,
more listening and explanations) adapt
better to birth and their infants have
fewer adjustment problems.

Self-esteem during the pregnancy is
an important predictor of maternal and
infant outcomes. Peterson et al .29
found that maternal prenatal self-
esteem was related to the infant's men-
tal development, while Shereshefsky
and Yarrow16 found that self-esteem
was related to adaptation to pregnancy
and postpartum adjustment. Altemeier
et al.'s study26 indicated that a poor
self-image in pregnancy was charac-
teristic of mothers at risk for child
abuse.

Several studies have demonstrated
that a mother's relationship with her
parents, particularly her mother, is re-
lated to adaptation to pregnancy and
the postpartum period.14' 15, 24, 30, 31
These studies suggest that pregnant
women who had problematic relation-
ships with their mothers had a high in-
cidence of depression in the first year
of the baby's life.

Negative reactions to, or rejection
or denial of the pregnancy are related
to a variety of prenatal, postnatal and
infant outcomes. 26, 27, 31-33 Leder-
man34 found that anxiety during the
third trimester, especially when caused
by non-acceptance of pregnancy, pre-
dicted abnormal fetal heart patterns in
the active phase of labor. Several
studies have shown that mothers who
had negative attitudes toward their
pregnancies were at higher risk for
premature labor, and their babies were
more likely-to be irritable, with sleep-
ing, bowel and feeding problems.32' 33
Moreover, a negative attitude toward
pregnancy identified parents at risk for
postpartum depression and parenting
failures such as child abuse and failure
to thrive.26, 31

Depression during pregnancy is an-
other psychological variable related to
maternal postpartum adjustment. 13
Gray et al.27 have identified prenatal
maternal depression as an indicator of
high risk for potential child abuse.

Knowledge about children and
child-rearing has been associated with
parental adaptation and infant out-
comes. Funke-Furber'4 and Gilstrap et
al.35 demonstrated that a mother's
prenatal expectations for her infant
predicted maternal postpartum adjust-
ment. Interest in children has also been
related to maternal postpartum adjust-

ment.16 Oakley36 found that previous
contact with babies predicted satisfac-
tion with motherhood while lack of
contact predicted postpartum depres-
sion. Studies by Altemeier et al.26 and
Egeland and Brunnquell37 found that
expectant mothers at risk for child
abuse lacked knowledge about child
development, contact with children
and understanding of the psychologi-
cal complexity of the child and the
mother-child relationship. In the past,
the extended family provided pros-
pective parents with the necessary sup-
port and information for their new
roles, but today many couples receive
neither support nor information and
are ill-prepared for parenthood. The
effect on the infant can be severe.

The Father's Role
The literature on pregnancy, birth

and parenthood has generally over-
looked the father. But becoming a
father is a major life crisis which in-
volves significant psychological and
even physical changes that are very
similar to those experienced by
mothers.38 Fawcett et al.12 found that
expectant mothers' sense of increased
body size in the first trimester is shared
by expectant fathers.
The father's adaptation to preg-

nancy is related to his involvement in
the birth, to his postpartum parental
adjustment and to the development of
his infant.339' 40 Grossman et al.13
found that a father's adaptation to the
pregnancy and parenthood is in-
fluenced by some of the same factors
that influence the mother including
anxiety, marital adjustment and his re-
lationship with his mother.
The father's presence and active in-

volvement in the birth and his postpar-
tum contact with his infant result in
greater attachment and more nurturing
for his infant.29 41 42 These findings
are particularly significant because of
the increasing evidence of the father's
influence on the child's develop-
ment.43

In addition, the father's experience
of the pregnancy, birth and postpartum
period are linked to thedmother's expe-
riences and adaptation. His anxiety,
marital satisfaction and relationship
with the mother are related to the
mother's birth and postpartum adjust-
ment.13 Studies by Bradley44 and De-
Garmo45 show that the father's in-
volvement in the birth correlated with
shorter labors and less maternal post-
partum depression.
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Clearly, the prenatal period is the
time when mothers and fathers begin
the process of parenting. Facilitating
adaptation to pregnancy should signifi-
cantly improve parenting and infant
outcomes.

How Can Family
Physicians Help?

Most physicians concentrate on the
physiological and physical changes of
pregnancy. Little attention is given to
the psychological needs of normal
pregnant couples, but we should not
wait until the effects of inadequate
parenting are obvious and require
costly longterm treatments that may be
only partially successful in repairing
the psychological or physical damage
done to the child. Family physicians
must focus on prevention and interven-
tion during prenatal care.
The first step is an early prenatal

assessment that attempts to identify
high risk factors contributing to mala-
daptation to pregnancy. Many of these
risk factors are the ones physicians
check for predicting possible physio-
logical and/or organic problems of
pregnancy and delivery. Cohen46 has
suggested that a history of prior ad-
verse experiences in childbirth or
childbearing is a very important risk
factor.
Any event or experience during the

current or previous pregnancy that the
mother believes is potentially damag-
ing to the fetus is also a risk factor. Ex-
amples include falling down, difficulty
conceiving, and having a child who is
emotionally disturbed or development-
ally delayed. If the pregnant woman
perceives herself as having any medi-
cal condition that may be worsened by
childbirth or childrearing, her emo-
tional capacity to accept the pregnancy
and the fetus may be seriously jeopar-
dized.46

Other risks are conflicts and/or de-
fects in the parents' support systems.
The physician can ask questions aimed
at identifying the couple who have re-
cently relocated, who are alienated, or
who have marital problems. Question-
ing should also focus on prior experi-
ence with children or serious conflicts
about pregnancy or childrearing.
Knowledge of the normal psycho-

logical tasks of pregnancy will help
physicians identify maladjustment to
the pregnancy. If physicians perceive
signs of maladjustment at this stage
they shouild spend extra time with the

couple to listen to their concerns and
reassure them.

Horsley28 encouraged communica-
tion between mothers and physicians
about mothers' psychological needs
during pregnancy. Mothers who re-
ceived this encouragement had easier
labors, fewer behavioral problems
with their infants and were more likely
to consult their physicians after the de-
livery.

Expectant parents are often anxious
to talk about their experiences. Infor-
mal questioning by physicians during
prenatal visits may help expectant
parents to share their feelings and con-
cerns. The physicians can encourage
this sharing, which can have a major
impact on the couple's ability to adjust
to pregnancy, cope with labor and de-
livery and adapt to the new baby.
When stresses seem to overwhelm

the pregnant woman, signs of decom-
pensation may appear." One form of
decompensation is the inability to ac-
cept pregnancy. Continued ambiva-
lence or rejection of the pregnancy
long after quickening may be easy to
identify. Useful clues include denying
or ignoring body and appearance
changes, constantly overreacting to
these changes, preoccupation with
vague emotional and/or physical unre-
mediable complaints and engaging in
activities during advanced pregnancy
as if she were not pregnant."
A second form of decompensation is

failure to develop an emotional affilia-
tion with the fetus after quickening."
Clues to maladaptation include an ab-
sent or minimal response to quicken-
ing, a disturbed or distorted response
to quickening, and absence of nesting
behavior-especially in primiparous
women-during the third trimester.
These maladaptive behaviors can be
observed during a conventional prena-
tal visit. Secondary intervention may
be required at this time. Cohen46 em-
phasizes the importance of mobilizing
resources such as family counselling
agencies, child welfare services, social
workers or mental health professionals
to provide additional support for preg-
nant women who are having difficul-
ties.

These activities may require a mod-
est increase in time spent with preg-
nant couples, but it leads to many
longterm advantages, not only for the
family but also for the family physi-
cian. Horsley28 suggests that family
physicians who communicate with pa-
tients during pregnancy attain a greater

sense of reward from practicing obste-
trics, their patients make fewer emer-
gency phone calls and visits and do
less doctor shopping. Everyone bene-
fits when parents and baby have a less
stressful start to their relationship.
The family physician is also in a key

position to encourage fathers' involve-
ment in pregnancy and childbirth. Fa-
thers can be included in all prenatal
visits. The physician should let the fa-
ther vent his anxieties and fears and in-
clude him when answering questions
and explaining procedures. Fathers'
attendance in prenatal classes should
be encouraged and they should be
given the opportunity to participate as
much as possible in the birth. The fa-
ther's involvement can provide emo-
tional support for the mother in preg-
nancy and birth, facilitate her
adjustment and significantly improve
his relationship with his family.38

In this age of efficient medical tech-
nology it is easy to overlook psycho-
logical changes and concentrate on
physiological elements of pregnancy.
Even though the psychological
changes are of limited duration, they
must not be discounted. An honest
look at the emotional and mundane
aspect of pregnancy can profoundly af-
fect all family members' feelings
about themselves during this crisis,
especially when they realize they are
not alone. The Standing Committee on
Health, Welfare and Science suggests
that we cannot over-emphasize the im-
portance of helping parents to develop
a deep and self-confident relationship
with their infants; this relationship is
the cornerstone of personality.47
Who is in a better position to assist

parents than the family physician and
what better time to start giving this as-
sistance than in the prenatal period?. )
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sions close to the eye.
Although hypersensitivity reactions are rare with topically-applied
steroids, the drug should be discontinued and appropriate therapy initiated
if there are signs of hypersensitivity.
Prolonged use of topical corticosteroid products may produce atrophy of
the skin and subcutaneous tissue, particularly on flexor surfaces and on
the face. If this is noted, discontinue the use of this product.
This product should be used with caution in patients with stasis dermatitis
and other skin diseases associated with impaired circulation.
If a symptomatic response is not noted within a few days to a week, the
local applications of corticosteroid should be discontinued and the patient
re-evaluated.
During the use of topical corticosteroids secondary infections may occur.

Significant systemic absorption may result when steroids are applied over
large areas of the body. To minimize this possibility, when long-term
therapy is anticipated, interrupt treatment periodically or treat one area of
the body at a time.
Patients should be advised to inform subsequent physicians of the prior
use of corticosteroids.
The safety and effectiveness of EUMOVATE. when used under occlusive
dressings. have not been determined.
In cases of bacterial infections of the skin, appropriate antibacterial agents
should be used as primary therapy, If it is considered necessary, the topical
corticosteroid may be used as an adjunct to control inflammation erythema
and itching. If a symptomatic response is not noted within a few days to a
week, the local application of corticosteroid should be discontinued until
the infection is brought under control.

Adverse Reactions. Local burning, irritation, itching, skin atrophy, dry-
ness of the skin. atrophy of subcutaneous tissues. telangiectasia, striae,
change in pigmentation.isecondary infection, hypertrichosis and adrenal
suppression have been observed following topical corticosteroid therapy.
Posterior subcapsular cataracts have been reported following systemic use
of corticosteroids.
Dosage and Administration. EUMOVATE CREAM and EUMOVATE
OINTMENT are applied thinly to cover the affected area, and gently rubbed
into the skin.
Frequency of application is two to three times daily. according
to the severity of the condition.
Maximum recommended dosage- not more than 100 g per week in adults.

Dosage Forms. EUMOVATE CREAM and EUMOVATE OINTMENT con-
tain clobetasone 17-butyrate 0.05%. EUMOVATE CREAM AND OINT-
MENT IS AVAILABLE IN 30 g TUBES.
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